The tragedy of road trafficaccidents is an unfortunate circumstance with which the human race has to contend in this modem age. The rapid progress of civilization has made speed in transport an integral part of human life. There is no halt to this everincreasing' desire for speed, hence the inevitable consequence of increasing accidents on our roads. This is well appreciated in the western world and every effort is being made to cope with the preventive aspects of the problem.
In developing countries the preventive measures that should be taken are equally important, if not more so. In these countries social services are so heavily taxed by the many demands made on them, that they can ill afford the added burdens of providing assistance to victims of accidents with permanent physical disability. 
U.S.A.
213,540,000 46,000 (0.021 %) 1.8 million 135,700,000 (63.6%) six persons killed each day (Table I) . These are figures which cause concern when taken into consideration with the economic and developmental differences in the two countries. In this present study it was noted that in 1975 Malaysia had a population of 10, 438, 137 while it was 213,54°,000 in the United States. In the same year there were 2,324 deaths or 0.022% in Malaysia whereas in the United States it was 46,000 or 0.021%. The number of injuries in Malaysia amounted to 17,106, while in the United States it was 1.8 million (Table I) . However, the number of registered vehicles on the road in proportion to population was 1,267,119 (12.1'1.) ) and 135,700,000 (63.6'%) respectively.
Although the Malaysian percentage is slightly higher one might tend to treat it as insignificant owing to the larger discrepancy in the number of registered vehicles. However, this would be misleading as the road mileage in the two countries is different, that in Malaysia being very low. The high figure is therefore significant.
The population of West Malaysia (a peninsula The number of casualties in the different age groups steadily increased from 5,598 between the ages of 5 and 10 years, to 14,181 at the age Of21 years. After this peak, there is a decline to 7,043 casualties between the age of 51 to 60. Over the age of 60 years there were 5,372 casualties (Fig. 3 ).
ANALYSIS OF VEHICLES COMMONLY INVOLVED IN ACCIDENTS
NO. OF ACCIDENTS 40.000 vehicle which, too, has shown a progressive increase during the period.
Lorries and vans involved in accidents are less than the number of other vehicles being only 2,134 in 1970 and 8,043 in 1975. Buses and taxis involved in accidents are not significant (Fig. 4) .
Even though motor cycles were less involved than cars in accidents, the largest number of casualties was among motor cyclists, there being 1,870 casualties in 1970 and 5,994 in 1975 . Pedestrians were the next most unfortunate victims, their figures going up from 1,586 in 1970 to 3,910 in 1975. The drivers of vehicles were more often injured than the passengers. This is probably due to the fact that seat belts came into usage only in recent times.
There were 1,322 drivers as compared to 1,035 passengers in 1970, while in 1975 these figures increased to 2,439 and 2,157 respectively.
Pillion riders suffered less than the riders of the motor cycles. There were more casualties among cyclists than among motor car drivers. It appears that motor cyclists and pedestrians are more prone to injury from their lack of protection than drivers and passengers of motor vehicles.
The low figure among pillion riders is possibly due to the fact that there are fewer pillion riders as compared to motor cyclists (Fig. 5) .
Comparative study of traffic fatality rates per 100 million vehicles miles shows that Malaysian figures are higher than those of Belgium in 1973, which has the highest rate for some of the developed countries. In 1970 there were 19,433 vehicles involved in accidents, 26,025 in 1971, 34,944 in 1972,45,916 in 1973, 39,°56 in 1974 and 75,653 in 1975 . Thus there has been a steady increase of traffic accidents with the continued developmental progress in the country.
The most commonly involved vehicle was the motor car, the numbers of which also steadily increased from 7,927 in 1970 to 36,919 in 1975 ,/ ' -" , The figures in the United States during the period from 10.00 p.m, is around 7.2% as compared to 4.3% in Malaysia. The figure during the hour at midnight remains at 5.8% and then rapidly drops to 1.6% between 4.00 a.m. to 6.00 a.m, This pattern is different from that in Malaysia (Fig. 8) .
In the same year a monthly analysis of the accidents showed a fairly steady distribution throughout the year. There was a slight drop in January and an increase in July.
The number of monthly accidents in Malaysia approximate closely to the monthly number of deaths in the United States. This indicates the misconception that arises by direct comparison of incidence between two countries without due consideration to differences in population, size of the countries, and the number of vehicles. In the United States there is a definite seasonal variation in the number of deaths and so of accidents; the months of June, July and August show a definite rise.
CAUSATIVE FACTORS OF ROAD ACCIDENTS
In 1970, 73.6% of accidents were due to faults of drivers which in 1975 increased to 85.0%, while pedestrians were responsible for 8.1% of the accidents in 1975. This figure has been much the same except in 1970 and 1974 when it increased to 9.2% and 1975 1974 1973 1972 1971 to 15.3 per 100 million vehicle miles, however, is encouraging (Fig. 6) 
ACCIDENTS BY HOURS OF THE DAY AND MONTHS OF THE YEAR
There is no significant period of the day that is specially liable to accidents. From 6.00 a.m, to 8.00 a.m, there is a steady rise in the number of accidents and this remains as a plateau until 6.00 p.m. when it begins to decline (Fig. 7) . Between 10.00 p.m. and 6.00 a.m. the figure remains low. This would imply that during the night most road users possibly exert greater care than during the day. Another factor may well be the fewer number of vehicles on the roads at night. As only the main urban roads are well lit, the need for greater caution in poor light conditions in rural areas is clear.
By contrast, in the United States there is a sudden rise from 6.00 a.m. reaching a peak between 4.00 p.m. and 6.00 p.m. amounting to 16.3% of the total number of accidents at the rush hour, when most people are anxious to get home quickly. Hence, even though the total number of accidents was higher in town and built-up areas the fatalities were higher in the rural areas. This may be due to the fact that in remote areas greater speeds of travel are possible, as the crowding of roads is less. In '1ddition it may also be possible that in these remote areas, owing to the lack of adequate traffic control, there is less care and concern for safety.
Another criterion may be the delay and absence of resuscitation at the scene of the accident and the late arrival of transport for the injured. By contrast in the United States there were 16,500 deaths in built-up areas and 29,500 in unbuilt areas in 1975. This pattern is the same as it was in Malaysia in the same year. In the preceding years in the United States the accidents in rural areas were more than in the urban throughout the period under review, thus being different from that in Malaysia from 1970 to 1974. Preventive measures are needed, both for reducing the incidence of accidents as well as minimizing the fatality rates and morbidity. This can be achieved in two ways. Firstly, by introducing preventive measures to reduce the incidence, by the organization of passive programmes (Haddon 1974) . Secondly, by education of young doctors so that they understand the mechanism of accidents and the changing forces produced by them. Such knowledge will help in the better anticipation of the injuries to be expected in a given acci-9.6% respectively. As would be expected in a developing country 2.3% of the accidents were caused by animals in 1975. (Table 2) .
With clear weather conditions the number of accidents was greater. In 1970 there were 10,538 accidents during clear weather conditions. This figure rose to 40,925 in 1975 . On the other hand, during wet conditions it was 1,432 and during misty conditions, poor light, and heavy rain the number of accidents was 2,968, 2,677, and 1,093 respectively in 1975. This suggests that, contrary to expectation, bad weather does not increase accidents in a country subjected to heavy monsoonal rians. On the contrary it is remarkably low, suggesting the possibility of greater care exercised during these periods and slower speeds of travel. In the United States there were 75.8% accidents in dry weather, 18.2% in wet conditions, and 51% in icy conditions.
The road surface, too, had a bearing on the type of accident; the better the road conditions, the higher was the accident rate. For 1975 there were 36,879 accidents on metalled roads (76.46%) while it dropped to 10,402 (21.57%) on gravel roads and 952 (1.97%) on laterite roads.
Many factors possibly playa role here. Firstly, the better roads are more congested with vehicular traffic, being in urban areas. Secondly, their better condition allows faster speeds. The less developed roads, because of their state of construction and the fact that they are in rural areas, are less crowded and permit less speeding.
In towns and built-up areas there were 6,926 casualties in 1970, while in rural areas there were only 695. These figures gradually rose and there were 14,270 casualties in towns and built-up areas in 1973, while in rural areas they still remained lower than in the urban areas, but yet higher than in the preceding years. The years 1974 and 1975 saw an improvement in that there were only 12,299 in 1974, and 10,394 in 1975 in towns and built-up areas. In the rural areas there was a drop in the number of casualties as compared to the preceding year of 1973. However, there was a dramatic rise in the number of rural casualties in 1975 to 9,046. This was the first time, in the period under review, that there had been a greater number of casualties in rural areas, than in towns and built-up areas. This fact is hard to explain as the number IS so much higher than ever before. It may well be that more areas hitherto classified as built up, were in 1975 included in rural areas.
In rural areas there were 890 fatal accidents as opposed to 621 in towns and built-up areas. cent and in appreciating even more the need for better and more thorough clinical examination (London 1975) . A full application of such knowledge and clinical data will help in better management.
Of the many steps needed to curb the incidence of accidents, proper control of the design and structure of motor vehicles from the point of the strength of construction and installation of safety measures is the most important. The slower rate of increase of road mileage in the country may be the cause of the high percentage of fatalities when compared with the United States, even though the size of the countries, population, and the number of vehicles are not comparable. Such increase of road mileage would certainly reduce the congestion on the roads. This is an urgent need particularly because accidents in Malaysia have no seasonal variation or even variation at week-ends. It is a steady increase throughout the year over the period of study. This is very different from the United States or Australia where the incidence is higher in the summer months and during week-ends (Tonge et al. 1977) .
The statistics obtained show only the fatalities that occurred at the scene of the accidents. Delayed mortality figures are not included as they are not available. To reduce these figures, urgent care must be given to traffic accident victims by the prompt availability of transport from the scene of the accident to the Emergency Department. The ambulances must be provided with properly trained crews, capable of resuscitating the victims. They should have at their disposal all the modern equipment for providing this facility.
In this way not only could the mortality rates be reduced but also prolonged morbidity could be curtailed. These accident casualties should be transported to well-equipped accident centres, which should be alerted and be ready to receive such victims. Regional services are essential (Silva 1973) . In Florida, even though traffic accidents increased by 41% between 1968 and 1971, by such organization the deaths due to trauma dropped by 13% (Waters 1973)· That these are the services needed and not speeding ambulances has been stressed by Curry and Lyttle (1958) . This need is further emphasized in a study of road accidents conducted in the Birmingham area. It was found that one third of the 63% pedestrians and 23% drivers and passengers of vehicles in road accidents died within half an hour (Sevitt 1972) . Hence the greater need for resuscitation at the scene of accident.
In New York the immediate fatality rate was higher than in Birmingham. The lethal nature of these accidents is further stressed by Gissane and Bull (1962) . They state that 55% of the 61 deaths in accidents on the MI arrived dead in hospital, while 61% of the victims on the MI arrived dead in hospital (Perry and McClellan 1964) . That there are more deaths in rural areas has been shown by Smeed (1953) , 55% arriving dead in rural accidents as opposed to 36% in the urban accidents. These facts further support the contention that there is a need for study and planning in Malaysia, when such are the problems even where organized services exist. It also further emphasizes the need of resuscitation at the scene of accident and continued care during transportation. Further causative factors that could be eliminated are poor roads and highways . This is even more so in developing countries like Malaysia. The lack of at least yearly vehicle inspection is yet another aspect that needs to be rectified. Old and neglected vehicles are more liable to cause injury to their passengers (Braunstein 1957) .
Education of the public in courtesy on the roads can also prevent tragedies. This is yet another urgent long-term approach that is needed. It is even more so, when the majority of the injured are either drivers of vehicles or pedestrians. This has been found to be so by others (Edwards et al. 1973) .
Regular testing of drivers for blood alcohol, particularly in the evenings, and necessary action taken when it is high, would be a further help. High levels of blood alcohol have been known to cause greater errors of judgement (Havard 1962; McFarland 1962) .
There cannot be enough emphasis on the urgency for these studies to prevent this tragic cause of disablement, death, and damage to property. The need for stressing this becomes more apparent when it is realized that the age group most affected is between 20 and 30 years, a fact stressed by other observers (Zollinger 1955 TROPICAL DOCTOR, 1979, 9, 227 In the course of my work in Angola bush hospitals a few years ago, I was frequently confronted with cases of ectopic pregnancy in an advanced state of shock with haemoglobins of 10-30% of normal. There was usually no donor blood available. One hesitated to employ any sort of anesthesia other than local in these patients, and local anaesthesia was sometimes inadequate. I therefore devised the following technique which proved useful when the peritoneal cavity was grossly distended with blood and a skilled anaesthetist was not available. The patient has been prepared for
Notes and News

Human Plague Today
Although the number of cases of plague officially reported each year to the World Health Organization is not large, the disease persists in virtually every district in which it has been reported. Among serious flare-ups of plague the most recent were in Sudan, Kenya and elsewhere in Africa. There also appears to be a geographic spread of the disease with human plague appearing where the disease is rooted in some countries of the Asian and American continents.
In 1978, 766 cases of human plague and 31 deaths were reported to WHO. This represents a global decrease of nearly 50 per cent in the occurrence of human plague compared with 1977, when 1,447 cases and 67 deaths occurred. The distribution of cases shows a decrease in two Asian countries-Burma and Viet Nam-which had reported a considerably Smeed, R. J. (1953) . International Road Safety and Traffic Review, 1, 16. Tonge, J. 1., et al. (1977) . Med. Sci. Law, 17,9. Wade, P. A. (1961) . J. Bone Jt Surg., 43B, 634.
Waters, J. M., et al, (1973) .J. Trauma, 13,645. Zollinger, R. W. (1955) . Arch. Surg., 70, 694. laparotomy and is on the operation table with normal saline infusing through a large bore needle. The operators scrub and gown, then prepare and drape the abdomen.
The midline of the lower abdomen is infiltrated with local anesthetic. A short incision is made down to the peritoneum which is infiltrated under direct vision. The peritoneum is opened and blood wells up through the wound. It is collected either via suction or in small sterile bowls. Gentle pressure on the lateral walls of the abdomen directs the blood out through the incision into the bowls. The blood is filtered through gauze and infused immediately either via a glass bottle or a sterile enema can connected to tubing and blood filter. Most people suggest anticoagulating with citrate, but this step has been omitted on several occasions without ill effect. After sufficient blood has been infused to restore the patient's circulation, light general anesthetic can be given, and the incision extended to remove the fallopian tube with greater ease and safety.
higher incidence in previous years. Elsewhere in the world, contrary to expectations, the incidence of plague tended to increase. Thus 195 cases were reported from Africa in 1978 (as compared with 141 cases in 1977), and 86 cases were notified by the Americas (as compared with 48 cases in 1977).
There is need for the rapid establishment of fully equipped and staffed regional laboratories to support national laboratories and to accomplish other activities, including establishment of surveillance and control programmes in the Regions; organization of training courses and seminars; and improved liaison with WHO reference laboratories. The International Health Regulations administered by WHO, stipulate the lines along which Health Administrations should organize plague surveillance, with a minimum of constraints for international travellers bearing In mind that plague vaccination is not required.
